Introduction Adenocarcinoma of the small bowel is a rare gastrointestinal neoplasm usually affecting the distal duodenum and proximal jejunum. Because of their rarity and poorly defined abdominal symptoms, a correct diagnosis is often delayed. Case Outline We present a 43-year-old woman admitted at the Clinic for Endocrinology due to a large tumor (over 7 cm) of the left adrenal gland. The tumor was detected by ultrasound and confirmed by CT scan. The patient complained of abdominal pain in the left upper quadrant, fatigue and septic fever. Normal urinary catecholamines excluded pheochromocytoma. The endocrine evaluations revealed laboratory signs of subclinical hypercorticism: midnight cortisol 235 nmol/L, post 1 mg -overnight Dexamethasone suppression test for cortisol 95.5 nmol/L and basal ACTH 4.2 pg/mL. Plasma rennin activity and aldosterone were within the normal range. Surgery was performed. Intraoperative findings showed signs of acute peritonitis and a small ulceration of the jejunum below at 70 cm on the anal side from the Treitz's ligament. Adrenal glands were not enlarged. Patohistology and immunochemistry identified adenocarcinoma of the jejunum without infiltration of the lymphatic nodules. The extensive jejunal resection and lavage of the peritoneum were performed. Due to complications of massive peritonitis, the patient died seven days after surgery. Conclusion Poorly defined symptoms and a low incidence make the diagnosis of small bowel carcinoma, particularly of the jejunal region, very difficult in spite of the new endoscopic techniques.
Small Bowel Adenocarcinoma Mimicking a Large Adrenal Tumor

INTRODUCTION
Adenocarcinoma of the small bowel is a rare gastrointestinal neoplasm, usually affecting the distal duodenum and proximal jejunum. Because of their rarity and poorly defined abdominal symptoms, a correct diagnosis is often delayed. Peritonitis is one of the frequent complications of the small bowel adenocarcinoma due to ulceration as a first presentation of the disease. Incidentally discovered adrenal masses without prior suspicion of adrenal disease are defined as adrenal incidentaloma. Most of these tumors are hormonally silent.
CASE REPORT
A 43-year-old woman was admitted to the Department of Endocrinology due to a large tumor (over 7 cm) of the left adrenal gland. Three months before admission she experienced fatigue, vomiting and had septic fever, which lasted for five days. After a while, an intense abdominal pain occurred in the left upper quadrant without propagation. Chest Xray was normal and symptoms resigned after 7 days of oral antibiotic therapy (Amoxicillin capsules 500 mg three times a day). Ultrasound and CT scan were performed. A large tumor, over 7 cm, was found in the left adrenal gland, with a lot of heterodensity suspicious of primary tumor or metastases also with enlarged para-aortic lymph nodes in a block (density was not measured in Hounsfield units -HU) (Figures 1 and 2 ). On the day of admission the patient was without pain, vomiting, fever or any bowel movement problems. She denied previous diseases, allergies and surgeries. She was a smoker (about 20 cigarettes per day) for ten years, and without alcohol abuse. The patient had no family history of chronic diseases.
Physical finding was completely normal, with no signs of hypercorticism.
Laboratory findings: hypochromic, microcytic anemia, with reactive thrombocytosis and positive inflammatory syndrome (elevated erythrocyte sedimentation rate/ESR, leukocytosis, with neurophilia and elevated fibrinogen). Proteinogram showed decreased level of albumin. Hemoculture and urine culture were sterile in several samples. The rest of biochemical analysis were within the normal range, including calcium, phosphorus, vitamin D and stool examination (for occult blood, fat, meat fibers, culture) ( Tables 1 and 2 ). No indirect signs of malabsorption and no signs of hypokalemic alkalosis were found. Normal urinary catecholamines excluded pre-active pheochromocythoma. Endocrine evaluations revealed laboratory signs of subclinical hypercorticism: midnight cortisol 235 nmol/L, post 1 mg -overnight dexamethasone suppression test for cortisol 95.5 nmol/ L and basal ACTH 4.2 pg/mL. Plasma renine activity (PRA) and aldosterone (ALD) were within the normal range with PRA/ALD ratio 5.2. The patient was euthyroid.
ECG: sinus tachycardia without other pathological finding. Chest X-ray: no active pathological finding. Abdominal ultrasonography: a large hypoechogenic adrenal tumor 75×55 mm in size with parapancreatic lymphadenopathy. The rest of the findings were normal. Pelvic ultrasound: a mycrocitic right ovary, size 31×25 mm. Ambulatory blood pressure monitoring (ABPM): lower values of systolic and diastolic blood pressure during the day and night with tachycardia during all day and night (day: 109/71 mmHg, 95 bpm, night: 106/68 mmHg, 89 bpm). During hospitalization at our Department she was febrile for most of the days (with body temperature up to 39.7°C in the afternoon -septic fever). We introduced antibiotics in her therapy: Ceftriaxone (2 g intravenously per day) with Gentamicin (80 mg intravenously three times a day). She exhibited no change in appetite or significant weight loss at that time, and had no gastrointestinal problems. After seven days the patient was transferred to the Department of Endocrine Surgery with the following 
DISCUSSION
Together with lymphoma, leyomyosarcoma and carcinoid, adenocarcinomas represent the tumors of the small bowel [1] . However, considering their low incidence (less than 5%) and poorly defined clinical features their diagnoses is often delayed [1, 2, 3] . They make 50% of all malignant small bowel tumors with high incidence in patients with prolonged regional enteritis, celiac disease and acquired deficiency disease. They are usually localized in the distal part of the duodenum and proximal jejunum causing ulceration, hemorrhage and obstruction. In patients with prolonged regional enteritis, adenocarcinomas can be easily mistaken for chronic duodenal ulcer or Crohn's disease (X-ray). The diagnosis is achieved with endoscopic biopsy [8] and surgical resection is the therapy of choice [5, 6, 7, 9] . Our patient denied previous gastrointestinal illnesses. Also she had no symptoms such as sickness, vomiting, bowel movement problems, sings of malapsorption, loss of appetite or weight, thus no previous gastroenterology examination was performed. Adrenal incidentalomaadrenal tumors previously diagnosed during abdominal imaging procedures without prior suspicion of adrenal disease, today represent a frequent finding and common clinical problem which is still not completely defined [10] . Their prevalence is about 1-5%, depending on the study, and up to 10% in studies from autopsy. Today, CT and MRI as diagnostic tools have a very important role. The CT features, used to distinguish adenomas from nonadenomas, involve the lipid content of the adrenal mass, expressed in Hounsfield units (HU) [11] . HU characterizes a relative density of substance. The dynamics of the washout of contrast medium is also important [11] . However, one-third of adenomas does not contain large amounts of lipid and may be indistinguishable from nonadenomas on both CT and MRI. Also, 4% of adrenal tumors confirmed by CT later become extradrenal, which happened in our patient. Due to CT findings and ultrasound on admission there was no dilemma, thus CT was not repeated before surgery. Subclinical Cushing's syndrome can be seen in these patients secreting cortisol in an autonomous and unregulated way that is not fully restrained by pituitary feedback. The term subclinical Cushing's syndrome describes more accurately this condition, not implying any assumption on further development of clinically overt syndrome [12] . These patients meet two criteria defining subclinical Cushing's syndrome. First, the patients should not present as overt Cushing and, second, they should have an adrenal mass detected serendipitously [13] . Preoperatively, our patient met both of these criteria (endocrine testing and adrenal mass detected by ultrasound and CT scan). From this point, after operation, chronic stress caused by peritonitis due to malignancy, febrile state and serious condition of our patient could be a possible explanation for the subclinical hypercorticism.
Peritonitis is presented as an acute or chronic, localized or a diffuse inflammation of peritoneum. Etiology of peritonitis can be bacterial, chemical, sterile or granulomatose as a reaction to starch in surgical gloves. Bacterial peritonitis occurs due to bacterial entry into the peritoneal cavity after gastrointestinal perforation or external penetrating wound. Our patient had secondary peritonitis due to malignant ulceration and bacterial entry into the peritoneal cavity. Due to poorly defined clinical signs (fever, mild hypotension, tachycardia), ultrasound and CT finding (showing a left adrenal tumor), the proper diagnosis and operation were delayed and excessive antibiotic therapy had no effect. Misdiagnosed adrenal tumor and endocrine testing showing signs of subclinical hypercorticism (probably due to chronic stress, peritonitis, febrile state, serious condition of the patient) steered the diagnoses into the wrong direction. According to the recent studies of small bowel adenocarcinoma patients, the most frequent symptoms are abdominal pain and peritonitis, which was the case in our patient. Poorly defined symptoms and low incidence make the diagnosis very difficult, in spite of new endoscopic techniques.
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